MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WHLFAREH =
i’ STATE FILE ML
Registration Dintrict No, 5(?5' Primary ation District No. _ é é\S Registrar’s No. _ _-_"S.-.—_(_____- - MBER

DO NOT WRITE - Regi d (2nd @
ON THIS STUB AMENGED FICED DEC T 51963

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decessed llved. If institution: Residence before

a. COUNTY 44'WR,§ /\/Ci— .o a. STATEMIJ 5&”/(:/ b. COLINTYS€ 07’”,#10 asdmission)
b. COITRY (If outsida corporate limits, give TOWNSHIP only) Length of stay in 1b . c(.!JTRY Invide Limits
WwwN M VER N OV ’ 7m0 14 d’é‘“ oW GORIN Yes 0 Ne (]

. FULL NAME OF {I§ NOT in hospitsl, give locelion) insicde linfﬁ" d. E[‘)EEREETSS {f sunite, give location) Reside on Farm

HOSPITAL OR
msnrunon/w;;ayp/ STHTE SANATDRitgY D Ne c R{ Rev RO Y [0 Ne J
3. NAME OF DECEASED First Middles 7 Lasr 4. DATE : Month Day Yoar

(Type or print) i OF .
WALTER A _SMITH M pEe. G (963
5, SEX 6. COLOR OR RACE 7. Married Never Married [] 18. DATE OF BIRTH | 9- AGE [lsst birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

M‘g—[..&_ d} # {Ti, Widowed [J Diverced [] __/4_{ gq y & S_. Montha [ Days Hours | Min.

10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) [ 12. CITIZEN OF WHAT COUNTRY

during '“z';{w}"g'fﬁ life, even if retired) ScoTs AN D CO a'sf';'—

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

GEORGE SmirTH JESSE 4514_4 GCRACE A Smirt

15. WAS DECEASED EVER IN U.5. ARMED FORCES? * = o 17. INFORMANT Addres
{Yes, no, or unknown) | [If yes, give war or dates of s_, QEP/TJQL ‘azwﬁo }70‘ S S, MY 5{, el My,

o]
18. CAUSE OF DEATH (Enter only one cause per lina for (a, k), and (¢} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QMNSET AND DEATH

IMMEDIATE CAUSE {a) #ZPf}ﬁc_ coMmmg 3 d&? S.

V$ 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditicns, if sny, puETa®m) ACurs. HELFATIOIS S dayg
whith gave rise to - I’y ] 7
above cause (8},

stating the under-

lying <ausa last, DUE TO {c)

PART 11. OTHER SIGMNIFICANT CONDITIDNS CONIRIBUTING TQ DEATH but not releted 1o the terminal PART )1, ¥ deceased was_ female  war
dissese condition piven in PART | (a) ) . ) there & pragnancy in lest 90 deys.
PULMONARY TUBERCyroSis  FARADMNELD. O ves | O Ne | O Unkoown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOME]C!DE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nsture of injury In PART | or PART Il of item 18.)
m} 0

PERFORMED? -
YES [ NO R

20c. TIME OF Hour Month, Day, Year
INJURY a.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m. -

20d. INJURY OCCURRED 208, PLACE OF INJURY (0.9 in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] tarm, factory, street, office bidg., ete.) )

NOT WHILE AT WORK [J

MEDICAL CERTIFICATION

AﬁQ/L 2!(/ /4&—3 to. ng 7'1 /f‘) and last uw-:‘l-:‘llive on, Dac" ?/- /451

. | attended the deceased
Death occurred at__é /0 Pﬂ m on the date stated sbove, and o the best of my knowledga, from the causes statad.

22b. ADDRESS 22c. DATE SIGNED

{Degrea or til
S EX . IATE SN, T VERVERG MO |y2 Gss

“BURTAL. CREMATION, | 208k DATE T3c_MAME DF CEMETERY OR CREMATORY ] 23d. LOCATION (City, tawn, or county) (State)
REMOVAL (Specity) : MH - Y e
3 i 75, DATE RECD. BY LOSIAL REG. | 25. REGITJRAR'S SIGNATURE

/é? il Z ‘ b%}’r\/%

{Litensed Embsalmer’s Statement on Reverse Side] /

USE BLACK INK

$HOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerlificate was embalmed by me,

or by ‘ " : - ' - Student Embalmer'No.

-working under my personal superviﬁon. )
Student___. - . Signed % ié %

Signature of Stydant Embaimar
Licensed Embalmer No 5 ‘ZS 2’"

P. O. Addressw

‘Nofe: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER in his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license). ~

If embaimed by a STUDENT, he also shall sign _in his OWN hundwrmng - *

If this body is not embalrned fact should be so stated above.

.




